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reproduction of a manual technique acquired by long practice, e.g. piano
playing, never recover fully, except when the initial hemiplegia has been
both slight and transitory.

ft is difficult to judge how far movements of the abdominal wall and
of the chest arc disturbed in hemiplegia. Displacement of the umbilicus
away from the hemiplcgic side when the rectus abdominus muscle is
strongly contracted is a fairly common observation at an early stage of
recovery from a severe hemiplegia. Recently published records suggest
that a difference in the excursion of the chest on the two sides could
invariably be found if specially looked for; but this difference seems
more closely related to the stales of flaccidity or of spasticity which
accompany most hcmiplcgias than to the actual loss of voluntary
control.

Capaular
lesions

Reflexes

Capsular and
cortical
lesions
compared

Cortical
lesions

4.-ASSOCIATED SYMPTOMS
Destruction of motor pathways in the internal capsule results in an
alteration of muscular activity on the opposite side of the body, which is
not confined to a hemiplegia in the above restricted sense of an impair-
ment of voluntary movement. There is also a change in the resistance
to passive movement of the limbs on the alfecled side, a change in the
tendon-reflexes in those limbs, a tendency for the limbs to adopt certain
stereotyped postures, and a change in the superficial reflexes which can
be elicited from the same side of the body.
For a variable period after the occurrence of an acute capsular lesion
the limbs are flaccid, and their tendon-reflexes and the abdominal and
plantar reflexes are usually absent. This period of flaccidity and absent
reflexes may last for a few hours or, more rarely, for one or two days.
It is followed by a state of spasticity in the musculature of the hemi-
plegic side, with exaggeration of the tendon-reflexes and the appearance
of an extensor plantar response. The abdominal reflexes may remain
absent or may reappear in a weakened form. A capsular hemiplegia
invariably shows these changes to a well marked degree. When the same
impairment of voluntary movements is due to damage of the cerebral
cortex, the resulting monoplegia is often accompanied by the same
changes, but this is not invariably the case, and, whereas in a capsular
hemiplegia the degree of voluntary decontrol and the degree of spasticity
are usually proportionate, this is not true in respect of a cortical mono-
plegia.
A small area of destruction, confined strictly to the precentral con-
volution and not involving neighbouring parts of the cortex, may result
in impairment of voluntary control over the movement of one part of
the body on the opposite side, without any spasticity or increase of the
tendon reflexes, i.e. a flaccid monoplegia.
It has also been suggested (Fulton) that a lesion similarly confined to
a part of the frontal lobe immediately in front of the precentral con-
volution results in a severely disabling spasticity of the opposite limbs,